Aim: This study explores the influence of beliefs, values and norms in Chinese family culture as they relate to attitudes and beliefs about mental health and mental health services. It examines family and acculturative stressors occurring in the immigrant's social context on attitudes about suicidal distress and help-seeking behaviors, and focuses on appropriate forms of services for suicidal behaviors among adult immigrants experiencing suicidal behaviors.
INTRODUCTION
Family structure, dynamics and the family's response to the dominant culture, including the rate of family acculturation, is central to providing quality ethnic sensitive community mental health services. This is the case especially for those exhibiting suicidal behaviors. In the Chinese American population, lifetime rates of suicide attempts and suicidal ideation are, respectively, 3.2% and 10.6% [1] , and the suicide rate among all Asian Americans is 6.5 per 100,000 [2] . Although these rates are lower than national estimates for the general population, respectively 4.6%, 13.5 % [3] and 11.5 per 100,000 [4] , suicide was the eighth leading cause of death for Asian and Pacific Islanders, but the tenth leading cause of death for Whites, accounting respectively for 2.0% and 1.5% of total deaths [4] . Older adult women, ages 65-84 years, furthermore have the highest rate of suicide (6.5 per 100,000) compared with all racial and ethnic groups [5] , and older adults overall report very high rates of suicidal ideation and attempts in primary care and community studies [6] .
Research on Asian Americans, especially Asian immigrants is woefully inadequate. What little research that is available suggests that Asian Americans are not obtaining timely and appropriate mental health care. This population has the lowest rates of mental health service use compared with all other racial and ethnic populations [7, 8] . As an example, 68.7% of Asian Americans with past-year depressive disorder did not access mental health treatment compared with 40.2% of White Americans [9] . Chu, Hsieh and Tokars [10] found that Asian Americans with suicidal ideation or suicide attempts exhibited a low likelihood of contacting mental health professionals other than medical professionals. Also, 35 .7% of suicide attempters reported that they never sought professional care [10] .
The limited research that is available (much of which we review in this paper) suggests that culture, levels of acculturation and other acculturation-related factors influence Asian, particularly Chinese family attitudes about suicidal distress and help-seeking attitudes. Values related to "face" or shaming the family, tradition, cultural norms and weakening of social support networks, all interact to influence Chinese American immigrants' awareness and willingness to admit suicidal distress [11, 12] . Consequently, these variables all influence the willingness and decisionmaking attitudes of Chinese Americans to obtain needed services [10] [11] [12] [13] [14] [15] . This problem of poor linkage to care is part of a broader problem of underutilization of mental health services among Asian Americans [10] .
In this study, we build on the importance of cultural understanding to generate knowledge that can support improving linkage to care and culturally sensitive forms of services for Chinese American immigrants with suicidal behaviors. Through qualitative interviews with six adults who attempted suicide, we explore the impact of cultural influences on attitudes about suicide and help-seeking behaviors. Particularly, we focus on those attitudes and behaviors related to family dynamics, the social context of acculturation, adaptation to a new society and trust and utilization of community based mental health services. We also examine the influence of culture on reasons for attempting suicide as background knowledge and to assist in understanding help seeking and attitudes about services.
CULTURAL FACTORS RELATED TO FAMILY AND COMMUNITY CONTEXTS
A review of literature suggests that the Chinese emphasis on family cohesion plays an important role in the manifestation of suicidal behaviors and help seeking. Family cohesion is characterized by the emphasis on fulfilling familial obligations, subordinating one's needs to those of the family, and maintaining familial loyalty [16] . Because of the importance of family interdependence and respect for elders in Chinese families, conflict within one's family is an influential factor in suicidal behavior [15, 17, 18] . Problems in family relationships, particularly not adequately fulfilling family roles and responsibilities and "not fitting in" represent a major threat to one's sense of self and wellbeing [19] . Conflict in the family, bringing negative image to the family or perceived rebelliousness are some of the issues that may trigger psychological distress and suicidal expression. Often in the family setting these triggers and the severity of the stress they cause go unrecognized [11, 15, 20] .
Family factors have also been shown to impact help seeking. Several studies found that Chinese immigrants who attempted suicide did not pursue supportive services because of feelings of shame for not fulfilling family expectations or role obligations and fear of judgment by family and peers [11, 14] . Another explanation of the reluctance to seek help is the view of mental illness and suicide as 'character weakness' where communicating one's personal problems may be experienced as disgracing one's family and fearing judgment of personal failure [21, 22] .
The literature also highlights how the community context may influence suicidal and help seeking behaviors. For example, fear of what neighbors will think and attitudes about exposing personal or family problems to strangers all have to be viewed within a cultural context, i.e., how are such issues seen through the cultural lens of the Chinese family [15, 20] . Equally important, how do such family factors intertwine with community factors? For example, in the case of immigrants, there may be community support available, but access to that support and its quality may be dependent on the immigrant's level of acculturation and ability to integrate and make use of those resources. Problems with English proficiency, lack of transportation, or mistrust of dominant culture community institutions are often found to exacerbate family difficulties and help seeking patterns among Chinese immigrants with suicidal behaviors [11, 12, 15] . Chung [11] observed that immigrants who attempted suicide were individuals who were socially isolated and marginalized with a weak support network of families, friends and community institutions. These immigrants not only lacked knowledge about community resources, but their difficulties with the English language also exacerbated family conflict. Add to these dynamics the possibility of intergenerational conflict with their children and the stress in compounded [11, 15] .
From the perspective of the Chinese family and culture, together with community and acculturation-related factors, it appears as if a person in need of mental health services is caught in a double bind; on the one hand he or she is not aware of the need for such intervention and, on the other hand, seeking such intervention requires the approval and support of the family and integration into the community [20, 23] . However, the need for such care goes mainly unrecognized or unappreciated in both the individual and the family. Chung's study [11, 12] , examining the role of family and community in linkage to care among Chinese immigrants with suicidal behaviors, found that when immigrants disclosed suicidal ideation, family members did not direct them to seek help, and primary care physicians also failed to provide them with psychiatric referrals.
CULTURAL FACTORS THAT HINDER AWARENESS AND EXPRESSION OF THE NEED FOR HELP
Chinese Americans with suicidal ideation expressed little awareness of the need for help regarding their emotional or mental distress [10, 14, 15] . In this regard their selfperception of the need for mental health treatment was no different from those expressed by individuals who had a mental disorder without a history of suicide [10] . This apparent lack of recognition of the need for treatment when experiencing emotional distress could be attributed to a number of factors. For example, it could be attributed to the Chinese immigrants' interpretation of their symptoms as not being worthy of professional attention. It could be related to the stigma of mental illness in the Chinese community or shame of "the problem" being revealed publicly. Or, it could be manifested as somatic in nature [24, 25] . These interpretations lead the immigrant to deny the need for care until the condition has deteriorated or the immigrant might not recognize the real nature of the problem and seek help in primary care and community settings rather than specialty mental health services [14, 17, 20, 26] . Further blockage to obtaining care occurs when such settings tend to not provide mental health care and the immigrant must face a complicated referral system. Lin and Cheung [27] observed that Chinese immigrants were only able to make the connection between mental illness, suicide attempts and the need for help while in treatment after suicide attempts.
Traditional Chinese culture and tradition may also create a barrier to mental health services. A few studies have observed the influence of the Chinese emphasis on emotional restraint on the expression of psychological distress and help seeking. In Confucian culture, restraint of emotional expression serves the purpose of attaining individual and communal (or family) harmony, and the private experience of harmony through emotional regulation contributes to the establishment of social harmony [28] . With regard to suicidal behavior, Asian Americans are referred to as "hidden ideators"; they are less likely to seek professional help for psychological distress and to disclose suicidal ideation without a clinician's probing [13] . The Chinese value placed on emotional restraint is a cultural explanation for such behaviors of hiding suicidal ideation [29] . Hidden ideation was common in a qualitative study of suicidal behaviors among community-residing older adult Chinese American immigrants with chronic illnesses [14] .
WESTERN-BASED MODELS OF MENTAL HEALTH HELP-SEEKING
Three dynamic theoretical models on help seeking behaviors in the general population guide this study's exploration of the influences of Chinese culture on immigrants' help seeking for suicidal distress. Dynamic models are of interest to exploring finer-grained cultural influences because they focus on the process of help seeking as opposed to static, deterministic models that explain barriers to care by focusing on when and how people use the formal system of care (i.e., specialized mental health and general medical care) and on profiles of service users with the assumption of rational decision-making processes [30] .
The first model, the cycle of avoidance model, highlights non-help-seeking, particularly forms of ambivalence and difficulties experienced during the pathway to care by people experiencing mental distress [31] . Central to this model, which takes an interpretive approach, are social meanings attached to help seeking and treatment, the purposeful action of individuals, and lay conceptions of mental distress. Although the model is developed among young male and female adults (ages 16-24 years) with mental distress, its authors assert that the model could serve as a theoretical template for explaining non-help-seeking in other age groups and populations.
Secondly, the Network-Episode Model focuses on the nature of the process and timing by which individuals seek treatment in the mental health system. According to this model, help seeking is a social process managed by the individual's social support networks in the community, the treatment system, and social services agencies [30] . How people respond to illness is a process of social influence and a result of individual action. Individuals are viewed as users of common-sense knowledge and culturally based routines, and they seek out and respond to others when they come to experience unusual or psychiatric symptoms. Whether someone eventually receives formal care depends not only on the treatment system, but also the social support system, comprised of the lay system of care (friends, family, and coworkers), the folk system of religious counselors and alternative healers, and the social services system (police, teachers, clergy, and support groups). According to this model, one's patterns of care over time (called an 'illness career'), is affected by the person's social support system. If the network generally has a positive attitude toward mental health service use, the individual is more likely to use services. On the other hand, the network can also deter service use or have no effect at all. This model, conceptualized based on diverse empirical findings, is designed for all age and gender groups and racial and ethnic populations as it takes into account each specific group's beliefs about the form of health care [32, 33] .
Third, the concept of help-seeking pathways by Rogler and Cortes [34] focuses directly on the role of culture in help seeking. Considering distress as a culturally shaped phenomenon, the application of this concept is viewed as useful for gaining knowledge to make mental health care accessible among underserved populations. A pathway is the distressed individual's sequence of contacts with people and organizations that result from his or her own efforts and those of significant others to seek help and from the response provided to such efforts. The pathway, comprising these interpersonal help-seeking and help-receiving efforts, includes cultural interpretations of the evolving distress, attempted therapeutic and social interventions by laypersons and professionals, and referrals to other help-giving groups. With the onset of distress commencing the pathway, the direction of the pathway is the ordering of individuals and organizations contacted, and its duration is the time lapse from the time of initiating help seeking to the formation of contacts. From the onset, psychosocial and cultural factors impinge upon the severity and type of mental health problem, and these factors continue interactively to shape the pathway's direction and duration. According to this concept, a person monitors his or her own psychological changes, interprets the changes, takes actions, and then re-evaluates the symptoms after interaction with experts, with the subjective experience and meanings attributed to the experience viewed as imperfectly related to the clinical facts of the illness. The concept of help-seeking pathways was developed to integrate knowledge about the use of mental health care, with the aim of making mental health care more accessible among underserved populations, and is applicable to all social, cultural, age and gender groups.
Although no specific hypotheses are drawn based on the three models reviewed in this exploratory study, the models are all expected to be viable for clarifying the influence of factors related to culture, family and acculturation on immigrants' pathways to care. The cycle of avoidance model is expected to be useful for highlighting how social and cultural meanings can contribute to creating difficulties which lead to non-help-seeking, especially considering the family's denial of the need for care and basic cultural factors that hinder help-seeking reported in the literature. Considering that family and acculturative context have been identified as key factors that hinder help seeking and the strong avoidance or rejection of existing mental health services suggested by low rates of service use among Chinese immigrants, the Network-Episode Model may be useful for examining the cultural processes and routines occurring at the intersection of family, community, treatment system and social services, particularly how these contexts interplay and contribute to the overall problem. Finally, Rogler and Cortes' culturally focused concept of helpseeking pathways may be helpful for examining the diverse points on the care pathway where cultural interpretations influence the timing of a Chinese immigrant's expressions of distress and help seeking actions.
MATERIALS AND METHODOLOGY

Sampling and Recruitment
Six study participants were recruited within one week after their suicide attempts. All study participants met the following criteria: born outside the United States; Chinese as first language; fluency in Mandarin or Cantonese; at least 18 years of age at time of suicide attempt; made a suicide attempt that required emergency medical intervention; and resident of the San Francisco Bay Area. Three participants were recruited from a hospital emergency room where they were evaluated after a suicide attempt. Two participants were recruited through the investigators' professional contacts. One was recruited through a social service agency where the participant received services.
Data Collection
The second author conducted semi-structured interviews at the hospital or in participants' homes after obtaining written consent. Five interviews were in Mandarin and one in Cantonese. The interviews began with background questions on personal and family psychiatric history, including history of suicidal behaviors, general medical conditions and current medications, alcohol and substance abuse history, and current suicidal ideation and plans. The semi-structured interview guide covered the following topics: reasons for the recent suicide attempt and means of survival; availability and role of social support networks in obtaining care; family and friends' reactions to suicidal expressions and suicide attempts; services received before and after suicide attempts; ideas on helpful resources to prevent future attempts; and current life stresses and coping approaches. The Institutional Review Board of California State University, East Bay approved the study protocol.
Data Analysis
Interviews were audio-recorded and transcribed in Chinese. Because the second and third authors are fluent in Cantonese and Mandarin, interviews conducted in either of these major dialects of Chinese language were transcribed in Chinese to preserve meaning and to enhance the trustworthiness of the data. The Chinese transcripts were then translated into English by the second author to facilitate coding. Narratives in English were entered into ATLAS.ti qualitative analysis software and analyzed using a constant comparative approach [35] ; this approach was used to identify concepts, develop categories, and pinpoint themes that provide a structured framework for organizing the data. In particular, this analytic process involved open coding (i.e., identifying a list of categories from a line-by-line analysis of the transcripts) and axial coding (i.e., collapsing the categories generated through open coding into unifying themes).
Sample Characteristics
Four women and two men comprised the sample. The Table 1 
RESULTS
Three of the respondents had made one suicide attempt and three had made two suicide attempts (see Table 1 ). Only Mr. Zhen experienced suicidal ideation at the time of the interview. Only Mrs. Chen reported alcohol abuse. None of the study participants had mental illness diagnoses before their suicide attempts. Mr. Li, Mrs. Wu and Mrs. Lam were given diagnoses of depressive, bipolar and anxiety disorders after their suicide attempts. Suicide methods included overdose (5 participants) and self-harm with a kitchen knife (1 participant). Mrs. Chen, who attempted suicide by overdosing, made a second attempt by crashing her car into a tree.
Reasons For Attempting Suicide Emphasizing Family Difficulties
Study participants attributed their suicide attempts to biopsycho-social factors. However, the central theme for every participant was a family-related difficulty, whether or not it was alone or existed together with a physical, health or emotional condition. The main reasons given by study participants for their suicide attempts were chronic health problems and the resulting family burden these problems caused. The problems were as follows: health problems (Mr. Li and Mrs. Wong), marital difficulties (Mrs. Chen and Mrs. Lam), conflict with children (Mrs. Wu), and isolation from family and friends, loneliness and sleep disturbance (Mr. Zhen).
Chronic Illness and Family Burden. Mr. Li, Mrs. Wu and Mrs. Wong cited painful, chronic illness as their reasons for attempting suicide. They reported having exhausted medical options and felt little hope of improving their health in the near future. Mrs. Wong explained that she no longer wanted to live due to cancer and chemotherapy. "It was too hard to go through the ninth chemotherapy treatment. I could not bear it anymore. I really wanted [to die]." Mr. Li explained his unbearable abdominal pain. "I was in such pain that I could not stand it. I had so much pain that I could not fall asleep for two nights. I hated that I was in so much pain that I took the pills to end it all." Chronic debilitating illness can create a sense of burden for caretakers in all populations. However, it appears that participants in this study had heightened sensitivities to their burdensome impact on their families. Not wanting to be a burden on family appears to be central to their reasoning and, as the literature suggests, reflects the Chinese cultural value of interdependence. Participants focused strongly on family members' stress and burden, explaining that this also heightened their own stress and depression. Mrs. Wong described how her cancer diagnosis destroyed her family. "The whole family was broken…and facing the disease. [I felt that] I was a burden to my family because that they had to take care of me. I very much wanted to kill myself so that I wouldn't have to suffer so much and my daughter would not have to work so hard [to take care of me]."
Lack of Awareness of Mental Health Condition Related to Family Denial
Study participants and their family members persistently were in denial in terms of participants' poor state of mental health. Participants' explanations about how such denial manifested were consistently centered on interrelationships with family members, such as the impact of one's mental state on family members or the role of family members in one's help seeking. Study participants highlighted the central role of the Chinese family in the process of denial and its consequences for accessing professional care.
Both male and female participants failed to acknowledge the existence or severity of their poor state of mental health and its relationship to risks of suicide even when mental illness had long affected their family relationships, as in the cases of Mrs. Wu and Mrs. Lam, who were married and living with their husbands and children, and Mr. Zhen, who was widowed. All these three study participants identified long-term depression as the main reason for their suicide attempts. None, however, were aware of having depression or other mental health problem and none reported that they had sought any professional services prior to their suicide attempts. These three participants were given diagnoses of depressive, anxiety and bipolar disorders only after their suicide attempts. They described experiences of persistent and strong depressive symptoms, especially feelings of sadness and hopelessness in their daily lives. These symptoms were known to their families before attempting suicide but had not been treated. Mr. Zhen described his desperation: "I could not find anything that I could grasp and say, 'That is okay. There is hope'. There was completely no hope. You cannot even think about finding hope; you cannot create it or grasp it. So, I reached that next stage [of suicide]."
None of the interviewee's family members recognized or took study participants' suicidal ideation seriously prior to suicide attempts. Mr. Li was told by a family member that he was looking for attention. Family members thus did not provide help and may have hindered participants' own acknowledgement of needing help. Interviewees were aware that their lives had not been happy but interpreted this as how their lives were supposed to be. Mrs. Chen reflected back upon her heightened emotional state. "At that time I was unhappy, then I was upset [that I had not gotten any acknowledgment and help from my family]." She first attempted suicide in Taiwan when she was 15 years old. Her family took no steps to help her before or after that first attempt.
"I had a very bad relationship with my Mom… I was very seriously thinking about suicide. I went to the rooftop. The building was high. Although it was [only] the fourth floor, it was high. I could only remember the thoughts I had at that time, which was, 'Jump, you will be okay. Jump, you will be okay."
Family's denial of poor mental health was also manifested in study participants' unwillingness to share their family members' mental health issues. This was so for both male and female participants. Only Mrs. Lam shared that her family members had a mental health history while other participants denied it without reflection. Mrs. Lam stated that no family members had been diagnosed due to not acknowledging their psychiatric problems. She said, "My mom, my uncle, my grandma, all have it. Very serious, especially my mom and my grandma, but they all think that they don't have any problems, and they refuse to look for help."
Social Context of Family and Community Not Providing Needed Support
Participants reported difficulties associated with social isolation and adapting to life in the U.S. While acknowledging the economic advantages of living in the U.S., study participants emphasized feelings of strong isolation and distress. Repeatedly, this isolation and distress resulted from loss of family support, poor integration and low self-esteem. This, in part, derived from language difficulties, and conflicts with spouses and children but it was also due to the stresses of acculturation particularly related to possessing a low level of English proficiency.
Mr. Zhen, Mrs. Wong and Mrs. Chen attributed their suicide attempts to a process of weakening of family support and subsequent isolation. Immediately after immigration, they experienced support from parents and siblings who remained in their home countries. As time passed, however, these important connections weakened with less and less contact, and participants became unable to maintain a sense of connection. They suffered strongly, citing the loss of both emotional and physical support. Mrs. Chen said, "I have to do everything for myself in America. It is too hard." Mrs. Wong described her isolation.
"At least it was very convenient [in my home country]. Communication was better and language was convenient, and friends, I could chat with them. If I was not happy, I could vent to them. I have no one to vent to here." Participants' isolation also increased as they became more overwhelmed with emotional distress because this led to cutting off contact further, leading to more isolation. Mrs. Chen, when feeling lonely and isolated, did not share these problems with her parents and other family members in China, increasing her isolation: "I talked relatively less with them because I did not want them to be worried. Because they were far away, I [even] told them, 'You cannot just fly here [to be with me]'." Mrs. Chen's proficiency in English also failed to assist her with creating a social support network in the U.S. Mr. Zhen explained that his siblings in China had been of great support for him in the past, but they did not call him after his migration. He had to call them if he wanted to maintain contact. Since he became depressed, he stopped contacting anyone, which resulting in no family support at all. Being widowed, furthermore, contributed to his sense of isolation and loneliness.
Attitudes about Use of Medications Dependent on Family and Service Providers
Mr. Zhen, Mrs. Wu and Mrs. Lam were taking medications after their suicide attempts. Family members and service providers influenced whether their attitudes were positive or negative. Mrs. Wu and Mrs. Lam felt that medication helped them to function and stay calm and made their lives better. They were not suicidal at the time of their participation because of the medication. As their symptoms improved, their relationships with family members improved and they became happier. Mrs. Wu stated that "the medication helps because, at least when I wake up I can say, okay, another day. In the past it was, every day is it." Mrs. Lam described how she had benefited in her social behavior from medication: "After I took this medicine for depression, plus the sleeping pills, it seems that I could sleep better, fewer headaches. I used to have lots of headaches. I would have a bad temper in the morning if I couldn't sleep well. Now, my bad temper was gone." When Mrs. Wu was initially prescribed medication, she was afraid of taking it because she didn't want to label herself as a "crazy" person. Her husband also called her "crazy" and it made her even more resistant to trying medication. Her second doctor helped her to overcome her fear: "Actually very early on I went to see another doctor, he prescribed anti-depressants for me. I was unwilling to take them for a long time... [my second doctor] said, you know, [mental illness] is no different than a heart attack, or diabetic. It is the same." The doctor's understanding of her experience of mental illness alleviated the stigma of mental illness, allowing her to accept the medications.
Side effects of medications were another concern. Mr. Zhen complained that his medication made him dizzy all day long and he could not walk outside of his residence without supervision from the board and care home staff. Mrs. Wu was bothered by her medication a lot. She stated that after taking the anti-depression medication, she kept more to herself: "After I took the medicine, I almost refused the others… So, now at home, after eating, I just sit there and watch TV, like a fool. It was after taking the medication, that I stopped enjoying going out, things like that."
Negative Attitudes about Social Services Related to Preference for Self-Reliance
Five participants had not received any formal social services. In general, all participants, regardless of age or educational level, expressed feelings of self-sufficiency and negativity toward social services. They equated "needing help" with the stigma of "losing face." Their attitude was to not bother and burden others. They did not see the value of social services and were used to solving problems on their own. None expressed that physical distance and social distance, such as not speaking English, hindered them from accessing social services. Mrs. Only Mr. Zhen reported having received social services. He viewed the services, case management and in-home support services, as having made his life easier but he did not see them as having contributed to improving his mental health status and suicidal ideation. He argued that social services had not solved his problems, namely his depression, loneliness and anxiety. He felt much fear but did not know the source of his fear. He attempted suicide by overdosing in reaction to his loneliness and lack of sleep. He was still suicidal at the time of the study. He described his daily life as follows: "I don't want to read books or the newspaper. I don't want to watch TV. I just sit here alone and lonely… There is no joy in my life."
Role of Family in Suicide Prevention
Study participants reported that protection provided by one's family and close social network was important. All four women, representing diverse educational levels and age groups, named support from family and friends as critical protective factors. Only one man, Mr. Zhen did not cite family as a supportive factor in preventing suicidal behaviors. Although three of the study participants who were Christian, only Mrs. Wong identified her religion as a supportive factor alongside her family. For example, her father helped her out of her suicidal ideation and her friends assisted her financially: The four women also stated that their most important motivation for keeping themselves alive was their social responsibility toward their children.
DISCUSSION
Using a qualitative study method, the findings of our research provided numerous examples that demonstrate the influence of Chinese culture on immigrants' interpretations of suicidal distress, their need for help, and their conception of appropriate and useful services. Family-related difficulties figured prominently as reasons for suicide attempts; family members' denial of mental health issues contributed to the immigrants' lack of awareness about their mental health condition. Additionally, family denial of mental health issues and the weakening support of the family unit intertwined with poor linkage to the community exacerbated the distress. Other signs of lack of family support included attitudes about medications, family indifference, avoiding social stigma and not 'losing face', i.e., concerns about protecting one's family image. These concerns, while rarely stated directly, were the sources of negative attitudes toward mental health care and served as deterrents to using mental health facilities. Finally, those suffering from suicide ideation often had conceptions about acceptable means of help and linkage to care based on the attitudes of family, peers and the community.
Study participants' culturally based interpretations limited their recognition of the severity of their mental distress and contributed to delays in professional care until they actually made attempts to commit suicide. These family and cultural influences thus acted as barriers between the immigrant and available services. The experience of loss of face and stigma of mental illness kept participants from accessing these forms of help before and after their suicide attempts. If a person, even after attempting suicide, will not access such services, their risk of suicide may not be mitigated. Such resistant and high risk attitudes and help seeking behaviors point to the importance of creative educational or preventative efforts to change cultural attitudes about services and gain acceptance in the community for these services.
Some of our interviewees revealed how the stigma of mental illness, which brings shame to the family, might have exacerbated the attempt to end one's life. This shame, coupled with acculturative stress and family conflict, are recognized correlates of suicide among Chinese Americans. Our interviews highlighted the experience of isolation as an important factor leading to study participants' attempted suicide, and also their own and their families' lack of recognition or denial that they were experiencing a mental health crisis. Perhaps the most important findings from this small exploratory study derive from how the interviews revealed the key mechanisms behind the experience of isolation and acculturation stress. These are the progressive loss of family support from one's home country, poor integration due to language, and disharmony among family members due to acculturative differences.
When we consider our study findings in the context of the three dynamic models of help seeking, we observed that these models may have applicability and utility for future research in the Chinese American immigrant population. The cycle of avoidance model highlights ambivalence and difficulties experienced which prevent people from receiving adequate care [30] . While our study participants did not particularly express ambivalence, they did describe their difficulties resulting from the strong influence of their families who sometimes shut down all pathways by not recognizing their distress or denigrating mental health services. Family members also misconceived the severity of suicidal behaviors, and the social meaning attached to help seeking was generally one of social stigma. The NetworkEpisode Model highlights the impact of the social support system's attitudes on individual actions [31] . Applying this model, the process of social influence by the immigrants' families was prominent and strong, and their negative attitudes toward the use of mental health services contributed to denying the need for care. The concept of help-seeking pathways [34] is helpful for understanding evolving cultural interpretations of the distress related to both family and community.
Study participants appeared to see the value of an efficient ordering of services as helpful. Interviews reveal that study participants did not reach professional services for a very long time and as a suggestion, they pointed to the need of outreach and changes in the socio-cultural context so that others who experience their situation would reach professional care sooner, cutting the duration from when the immigrant initiates help seeking interpersonally and when they reach professional care. Considering weakened support from family members who remained in countries of origin as inevitable, findings suggest that it is necessary to devise improved means of linkage with the immigrant's new and old social networks. Alternative social networks could be built from the beginning of the immigrant's stay in the U.S. or interventions could be developed to build individual resilience, including through improved use of information and communications technology.
CONCLUSION
One of the implications of the study is that the mental health needs of this population are poorly accommodated by the existing mental health system. Study participants expressed negative attitudes toward existing services, including counseling, mental health treatment and social services. To them, service delivery methods demonstrated a poor fit between these services and the immigrants' perception of their needs. If current services remain nonaccessible for cultural reasons even after a suicide attempt, it is important to understand at-risk immigrants' conception of "acceptable and needed forms of help". Our interviewees emphasized the critical role of outreach, especially community-based and peer outreach. Given Chinese American immigrants' experiences of fear and selfdistancing, forms of effective outreach and linkage to care forms of effective outreach and linkage to care that are physically, socially and culturally acceptable become the most urgent objective in designing social service for this community.
The strength of our study is that it provides the 'lived experience' of a group of Chinese immigrants in California on this important topic. Their words provide a real-life example of how concepts like family in Chinese culture and acculturation stress play out in attitudes and behaviors regarding help seeking. However, this study is limited by its small sample size, and the interview with respondents was within one week of their suicide attempts. With regard to the small sample, it was not possible to achieve saturation of the data and infer higher risks or differences between subgroups. A larger sample representing more diverse backgrounds would enrich the data and permit the observation of expression pattern of distress and help seeking behaviors. With regard to interviewing respondents very shortly after their suicide attempts, the views expressed may be tinted due their unstable emotional states.
This study provides a good picture of the needs of Chinese immigrants living in the San Francisco Bay Area. Drawing implications from this study to immigrants in California coming from other countries and other socioeconomic backgrounds may be misleading since Asian culture is very diverse. However, this study does bring needed attention to important issues in the Chinese American immigrant community. It is a start-a badly needed reminder of the need to move beyond the Eurocentric perspective to understand the hurts and pains and solutions for minority populations. One of the follow-up projects that grew out of this study was the development of culture-specific, Chinese language educational videos and symptom checklists for depression that address family-and acculturation-related stressors created using a community-based participatory research approach [36] . These materials are specifically intended to support outreach efforts in the community context. With the continued influx of Chinese immigrants to the U.S., more culture-specific outreach programs targeting this population are needed to reach those who are experiencing serious bio-psycho-social risk factors related to suicide and poor access to care detected in this study.
